5101:3-340

Resident _ _ Numeric Identifier
SECTIONT.THERAPY SUPPLEMENT FOR MEDICARE PPS .
1] SPECIAL |2 RECREATIONTHERAPY—Enter number of days and total minutes of

MR | LT ot | Attachment 4.19D
e [T ~ Page _9_of 12

Skip unless this is a Medicare 5 day or Medicare readmission/
return assessment.

Page 9 of 12

b. ORDERED THERAPIES—Has physician ordered any of

0.No 1.
If not ordered, skip to item 2

©. Through day 15, provide an estimate of the number of days
when at least 1 therapy service can be expected to have been
defivered.

d. Through day 15, provide an estimate of the number of
therapy minutes (across the therapies) that can be
expected to be delivered?

2.] WALKING tomn 2 if ADL seifperformance score for TRANSFER
|WHEN MOST] (G.1 18 0,1,2, or 3 AND at least one of the folfowing are
SELF | prosent:

SUFFICIENT | * . Resident received physical therapy involving gait training (P1.b.c)
« Physical therapy was ordered for the resident involving gait
training (T, 1.b)
« Resident received nursing rehabilitation for walking (P3.1)
+ Physical therapy involving walking has been discontinued within
the past 180 days
Skip to item 3 if resident did not walk in last 7 days
FOR FOLLOWING FIVE [TEMS, BASE CODING ONTHE

WHEN THE RESIDENT WALKED THE FARTHEST
SITTING DOWN. INCLUDE WALKING DURING
SESSIONS.)

WITHOUT

REHABILITATION

a. Furthest distance watked without sitting down during this
episode.

0. 150+ feet 3. 10-25feet
1. 51-149feet 4, Less than 10 feet
2.26-50 feet

b. Time walked without sitting down during this episode.

0. 1-2 minutes 3. 11-15 minutes
1. 3-4 minutes 4. 16-30 minutes
2. 510 minutes 5. 31+ minutes

¢. Self-Performance in watking during this episode.

0. INDEPENDENT—No heip or aversight

1. SUPERVISION—Oversight, encouragement or cueing
provided

2. LIMITED ASSISTANCE—Resident highly involved in walking;
received physica! help in guided maneuvering of fimbs or other
nonweight beating assistance

3. EXTENSIVE ASSISTANCE—Resident received weight
bearing assistance while walking

d. Walking support provided associated with this episode (code
regardiess of resident's self-performance dlassification).

0. No setup or physical help from staff
1. Setup help only

2. One person physical assist

3. Two+ persons physical assist

e. Parallel bars used by resident in association with this episode.

0.No
3.] CASE MIX

APR
IN #0H-00] APPROVAL DATE_ N1 29 204

SUPERSEDES MDS 2.0 September, 2000
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2.

Residents Name: % | Medical Record No.:
7. Check TRAP is tiggered. %

For each triggered RAP, use the RAP guidelines to identify areas needing further assessment. Document relevant assessment information
regarding the resident’s status.
+ Describe:

— Nature of the condition (may include presence or lack of objective data and subjective complaints).

— Complications and risk factors that affect your decision to proceed to care planning.

— Factors that must be considered in developing individualized care plan interventions.

— Need for referralsfiurther evaluation by appropriate health professionals.

+ Documentation should support your decision-making regarding whether to proceed with a care plan for a triggsred RAP and the type(s)
of care plan interventions that are appropriate for a particular resident.
Dowmematlonmayappearanywheremmedinmlrecord(e.g progress notes, consults, flowsheets, efc.).

Indicate under the Locatiol : : ent Documentation column where information related to the RAP assessment can be found.

For each triggered RAR, mdmtewhetheranewmp!an care plan revision, or continuation of current care plan is necessary to address
the problem(s) identified in your assessment. The Care Planning Decision column must be completed within 7 days of completing the RAI
(MDS and RAPS).

(b) Care Planning
(a) Check i Location and Date of ifaddressed in
A.RAP PROBLEM AREA RAP Assessment Documentation care plan
1. DELIRIUM

2. COGNITIVE LOSS

3.VISUAL FUNCTION

4. COMMUNICATION

5. ADL FUNCTIONAL/

UL

REHABILITATION POTENTIAL

6. URINARY INCONTINENCE AND
INDWELLING CATHETER

7. PSYCHOSOCIALWELL-BEING

8. MOOD STATE

9. BEHAVIORAL SYMPTOMS

10. ACTIVITIES

11.FALLS

12. NUTRITIONAL STATUS

13. FEEDINGTUBES

14. DEHYDRATION/FLUID MAINTENANCE

15. DENTAL CARE

16. PRESSURE ULCERS

17. PSYCHOTROPIC DRUG USE

OOOOo000uooopoonoo

18. PHYSICAL RESTRAINTS

gEDDDDDDDDDDDDD

o , -

1. Signature of RN Coordinator for RAP Assessment Process Day
L1 ]| l l*

E

| [ ]

3. Signature of Person Completing Care Planning Decision

£

TN #_"LQOI APPROVA Y.A“ATE -APRMZQ Moszosep(emberZOOO

QHPFRCFNER




RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISE

'Bmmw§ﬁ?ﬂ¥nDSVER$DN20)

Aﬁachmpnt 4, 190

s

lxlk L)

@ = One item required to trigger
= Two items required to trigger

% = One of these three items, plus at least one other item

required to trigger

@ = When both ADL triggers present, maintenance takes
precedence

|PmceedtoRAPReviewoneeﬁggaE|
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Key..=0neiternrequiredlotrigger
®=Two items required to trigger
% = One of these three items, plus at least one other item
@ bt:;ADL takes
=When friggers present, maintenance
precedence

|PmceedtoRAPReviewoneewgge:ed|
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MINIMUM mﬁ%& —VERSION 2.0 '
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENAﬁaChment 4. 19D

DISCHARGE TRACKING FORM [do not use for temporary visits ho / Of /
SECTION AB. DEMOGRAPHIC IN

SECTION AA.IDENTIFICATION INFORMATION [Complete o&ﬁ- M 14 (AABa=8)
1. RESDBGI’I’ 1.| DATEOF tulus:'y‘ Nole — Doss not includs readmission ¥record was
NAME T — = i P ENTRY |closedat discharge i hosplal, efc. in such cases, use prior
im‘tw 2 Fomdlo il HI—III—IIIH
| I I“' 1 I_l l | l—l zm1mw~nmmmm
7 Worth Day Yoar FROM |2 Privale with home health services
4 1.Amexican IndiarvAlaskan Native 4 (AT ENTRY) |3.Boardand vinglgroup home
2. Asien/Padific islander 5. notof Nursing home
3. Btack, not of Hispanic origin _ Hispanic origin & Ao car hosplal | IRIOD
B L] S
A |- Medicare raumber (or Gomparable ralkcad Inswance rumber)
I'['c":.m] [T I I I I I | | I | | | SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION
6.] MEDICAL
6| FACRITY [a StaeNo "ﬁ?g"’llll[ll[““l
s | TTTTTIINTI I
b FoderaiNa | LT T 11 1 U] [ ]| secnonrAssessMENTIISCHARGE INFORMATION
7 w’? :!.Dw a. Code bor resident dispasition upon discharge
1. Private home/apartment with services
e [T T T T T T (T T T 11] £ st v
reciplent]® 4:Anw\ermlshghdﬁly e
8.| REASONS [Note—Other codes do notapply to this form) 5. Acute care hosphal
ASSIRs. |- Primary reason for assessment 6. Psychiatric hopital, MR/DD facility
MENT 6. Discharged—retumnotanticipated 7. Rehabiiation hospital
7. 8.Deceased
8. Discharged prior to tnitial assessment 9. Other
Persons who Completed a Portion of the Accompanying Assessment b. Optional Stats Code
4 | DISCHARGE | Dato of deeth or discharge
LI -CTTT]
Morth Day Year

pation in the govemment-funded health programs is
ness of this information, andﬂntlu\aybepm\aﬂywh]edbor
substantial ariminal, civil, and/or administrative penalties for
cemfymatlamauﬂndzedmsubmnﬂﬁsinfmmﬂonbywsfadmy

Signature and Title Sections Date

O = Key items for computerized resident racking T APH 2 9 m
herteterinbo A : N i | i ’

Fl=w beonebla ustenternumber-oriette
=BRENDIN el 0555) pafl63%9) de54530) ra(36456;

M »
print date, 02723 00440*’1"\1

CHPERRENEFS



lix
1)

__ACTION: Final_____|
MINIMUM DA

REENTRY TRACKING FORM

SECTION AA. IDENTIFICATION INFORMATION

EALS 1 N hread

S) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSI)AENT AND CARE scREEmAﬁaCh ment 4.19D

Page _/ _of_/

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION

1.| RESIDENT
NANE®

4a.

a.(Firsh b. (Middle Initial) c.(Lasy

s

2.Femsle

DATE OF
REENTRY

Date of reentry

LT LT

1. mmm:»mmm
%Pmt“ with home health services
4. Nursing home

HEENEEEEREER

yiEEEEEEEE

HEN

ccodes do not apply to this form]
a. Primary reason for assessment

9. Reentry

king Form

Qﬁmfum of Persons who Completed a Portion of the Accompanying Assessment or}

government-funded health
nesomislnfotmanon.andml bepe!smanysub)ed
substantial ariminal, civil, mmmy

cahlyhatlamaulfuxzedbsubmﬂﬂﬁslnfnmlaﬂonbyws behalf

Signature and Tite

[a.

® = Key items for computerized resident tracking

/ APPROVAL DATE__—— 1 <>

APR 2 9 2004

MDS 2 0 September, 2000

SUPERSEDES

prinn date: 02:23:2004 4:10 PM

i}
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DS) - VERSIONS /2003 10:09 AM |

FOR NURSING HOME RE Y SSMENT AND CARE SCREENING
Correction Request Form
Use this form (1) to’ request correction of error(s) in an MDS assessment record or envor(s) in an MDS Discharge or Reentry ing form record been
previously @ mmmmu&é’f Huﬁfymemgm:t)d(s?‘bmtohm mwmbe
made to either MODIFY or INACTIVATE a record.

fm@mmwmmmmmmmmmm“wAtta.chment 4.19D

e T e e oo Tomt (e £ o T MBS database ot the S NP Rmm'"'fage / Of /
TO INACTIVATE A RECORD IN THE STATE DATABASE:
1. Complete this correction request form;

2. Create an electronic record of the Correction Request Form; and
3. Electronically submit this Correction Request record to the MDS database at the State.
PRIOR RECORD SECTION. R3] REASORS [ rar2-=1, %ﬁdhﬂmdﬁa%mmu‘
mssecm%oennnesmussessmoammgmﬁmmmg MODFCA- apply, then skip to ATS)
ERROR. section, reproduce the information EXACTLY as it appeared a. Transcription error
the erroneous record, even If the information is "mase.
necessaryhorderblommmemcordinmesab b. Data entry error
ﬁd RESDENT ¢. Software product efror
[ a.(Firsh) b. (Middle Initial) ¢ (Last) d. (S0 d. tem coding emor
GENDER |1, Male 2 Female | . Othererror
BETTIATE ; If "Other” checked, please specify:
pa l1|—|l|—l|-.||
Morih Year [A74| REASONS
SOCIAL | a. Social Security Nu TR (ulzm?hedmﬁeastomcmeMmsons;dneckaﬂ
m SECURITY INACTIV/ apply.
|_I l |—l | I—[ [ l I l a. Test record submitted as production record
REASONS assessment N
ha| R ASSE?SM%(MM%MMPM%ONLY) b.Event did not occur
ASSESSMENT| 12 amment(fequlred by day 14) ¢. Inadvertent submission of inappropriate record
3. Sl iﬁcamdlangeln nt L
‘. gglﬁcamoqmdonofpﬁormll assessment dWﬁmm
10. correction of t
SignlﬁuSFm prior quarterly assessmen j
DISCHARGETRACKING (Compoete Prior Date item Prior R4 ONLY)
6. Dbd;a:ged——mrmwanh pated RN COORDINATOR ATTESTATION OF COMPLETION
8. Discharged prior ro completing initial assessment ATS) m
RENTRYTRACKING(CormIetePnorDatenemPrmMa ONLY) - NAME
9. Rentry a. (First) b. (Last) c. (Title)
b. Codes for assessments required for Medicare PPS or the State SIGNATURE
1. Medicare 5 assessment
4. Medioars 90 dey assessment . DATE l [—l_l I I—L l I I ]
6. Other state required t Month Day_ Yer
Medicare sssessmen AT7] ATTESTATION OF ACCURACY AND SIGNATURES OF PERSONSWHO CORRECT A
g. Other M e &we‘smenf PORTION OF ASSESSMENT ORTRACKING INFORMATION
PRIORDATE | (Complete Iwﬁfyﬂatﬂeammﬁuhﬁnmbnmﬁymmm tracking|
mpﬁwﬁpﬁmReawn(pﬁqwa)equas1 2,3,4, information for this resident and that | collected or coordinated collection of this information on the

dates specified. To the best of my knowledge, this information was collected in accordance with|
applicable Medicare and Medicax requirements. | understand that this information is used as a
basis for ensuring that residents receive appropriate and quality care, and as a basis for paymenrt|
from federal funds. 1 further understand that payment of such federal funds and continued partici-
pation in the govemment-funded heatlth care programs is conditioned on the accuracy and truthful-|
ness of this information, and that | may be personally subject to or may subject my organization to
substantial criminal, avnl and/or administrative penalties for submitting false information. | also|
eerhfyhatlamauﬁuzedtnsubmﬂﬂusmfumahonbymsfaumyonﬂsbehalf

Signature and Titie Attestation Date

5,10, or 0.
ConmleterrRManmaryReasm(PnorAABa)equalss 7.0r8.
Complete Prior Ada if Primary Reason (Prior AA8a) equals 9.

PrisfASSESSMENT]|a. Last day of MDS observation period
A3.| REFERENCE
e [ [ =L [ -LT [ 1]
Month Day Year
Priory DISCHARGE | Date of discharge

< -

Day

DATEOF | Date of reentry
REENTRY

=L LT

CORRECTION ATTESTATION SECTION.
COMPLETE THIS SECTION TO EXPLAIN AND ATTEST TO THE CORRECT
REQUEST

|aT1.| ATTESTATION |( Enter total number of attestations for this record, including the
RRRE |peseton

Bi

AT2] ACTION | 1. MODIFY record in eror {Attach and submit a COMPLETE assess-

REQUESTED |  ment or tracking forrn. Do NOT submit the corrected items ONLY.

Proceed to item AT3 below,)

2.INACTIVE record in emor. (Do NOT submit an assessment or track-
ing form. Submit the comection request only. Skip tolwmﬁu)
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FOR NURSING HOME RESIDENT ASSESSMENT AND CARE scREEAﬁaCh ment 4 19D

BASIC ASSESSMENT TRACKING FORM

SECTION AA. IDENTIFICATION INFORMATION

Page _/ _of .5_

9 of Persons who Portion of the A Assessment
1.] RESIDENT E:_ Compieisda Accompanying 01
Frs) (Micdle Inifiaf) (Last) d. (JiSr) | certify that the information accurately reflocts resident assessment
= b < ¢ information for this resident MMUWMG&&&N&\N
z 1.Male 2 Female | qﬂxﬁamu of my knowlecga, this cemelion wes colecied i
WIMM&MEMB
3 l J__ _ J habhrcn‘:.ix mwmuﬂ--h&h
IWM payment of such finds and confinued
L Lt nassdﬂsihmaﬁm.aﬂm mhm& ma'&mu:ﬂm
| RACE/® |1.American InGian/AJaskan Native 3 >
ETHNICITY |2 AsiarvPacific istander substaniiol adm1 |
%_ notof 5 notot mm%nmmmwnm behelf.
[ &SodalSeuﬂyNnmhef Signature and Title

Sections Daln

®

8. REQ&NS [Note—Other codes do not apply to this form}
Primary for assessment

ASSESS- | e don assessment (required by day 14)

2 Am'\ualassemmi ‘

4 smmmammmz

review assessment
10 %gNiﬁEcamwmdionofprbrquanaiy assessment

b. Codes for assessments required for Medicare PPS or the State
assessment

@ = Key tems for compulerized resident tracking

a.. DI !rllﬁ:.i.i.f) p.r()(p}.“.u‘)sj ki faf=whe SUPE

i ‘”’TLuuuulruf

e L LTI LTI T
e (T T T T TITII11] |
reciplent®

= v ™

GENERAL INSTRUCTIONS

Complete this information for submission with all full and quarterly assessments
(Admission, Annual, Significant Change, State or Medicare required assessments, or
Quarterly Reviews, efe,
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MDS MEDICARE PPS ASSESSMENT FORM
(VERSION JULY 2002) Numeric Identifier
ABS| RESIDEN- | (Check alf setfings resident lived in during 5 years prior to date of entry) C4] MAKING | (Expressing information conlent—however able)
HISTORY |a Priorstay at this nursing home UNDE!EEU- 0. UNDERSTOOD
PSYEAR_I% b. Stay in other nursing home STOOD 1. USUALLY UNDERSTOOD—difficulty finding words or finishing
c. Other reskiential faciity—board and care home, assisted Eving,
ENTRY group home 2. SOMETIMES UNDERSTOOD—abifty is Emited to making
d. MH/psychiatric setting concrete requests
e. MRIDD setting 3. RARELY/NEVER UNDERSTOOD
£ NONE OF ABOVE C8J ABILITYTO | (Understanding verbal information content—however able)
A1] RESDENT e | o.unpersTaNDs
NAME OTHERS | 1.USUALLY UNDERSTANDS—may miss some part/intent of
___ [afsy b Mddioiniia) el _ d(wsn | message
A2] ROOM SOMETIMES UNDERSTANDS—tesponds adequately to simple,
NUMBER * direct comewnication ®
3.RARELY/NEVER UNDERSTANDS
A3, = —
Assess- a. Last day of MDS observation period D1] wision | (AbiRly to see in adequate lght and with glasses ¥ used)
REFE?ENCE I I I—l 1 |~| | [ [j o.mmmmmmm
Month
1. IMPAIRED—sees large print, regutar peil
DATEOF Dabofmntyﬁomnnﬂucuﬂhnpomy a hospital in books ot pntin newspapers/
last 90 days (or since last assessment or admission lasslhanso .
) 2. MODERATELY IMPA/RED—Ifimited vision; not able to see
newspapes headiines, but can identify objects
(-] PR i i st
Year appear to follow objects
A5.l MARITAL [1.Never married 3. Widowed 5. Divorced L 4. SEVERELY IMPAIRED—no vision of sees ondy light, colors, o
STATUS |2 Manied 4. Separated shapes; eyes do not appear o follow objects
AS8. 'F‘Em I— T I I [ I l 1 Ll IJ E1.[INDICATORS{ (Code for indicators observed in fast 30 days, imespective of the assumed cause)
N°°o_“° l osgges- 0. Indicator not exhibited in lest 30 days
- 1. Indicator of this type exhibited up to five days a week
10.] ADVANCED | (For those items with documentation in the medical SION,
DIRECTIVES Iecaddredcallmatapply) s‘fA'g“E“’ 2. Indicator of this type exhibited datly or aimost daly (6, 7 days a week)
b. Do not resuscitate | | ¢. Do not hospitalize | ] | EXPRESSIONS
B1.| COMATOSE | (Parsistent vegetatve stateno consciousness) OF DISTRESS
1.Yes (¥ Yes, skip to Section G) a Resident made negative
B2.1 MEMORY [(Recall of whal was learmed or known) matiers: Mﬂ- har be
a. Short-term memory OK—seems/appears to recall after 5 minutes dead; What's the use;
0. Memory OK 1. Memory problem gy Lelm"
b. Long-term memory OK-—seems/appears to recall long past b. R g hive
0.Memory OK 1.Me blem . Repe! questions—e.g.
B3| MEMORY! | (Check afl that resident was nommally able to recall during fast 7 here do go; Whatdo!"
RECALL | days)
ABILITY |5 Current season d. That he/she is in a nursing home c. Repetitive verbalizations— SLEEP-CYCLE ISSUES
b. Location of own rcom 9.g.. caling out for help, i
o . NONE OF ABOVE are recalled help me’) 1. Unpleasant mood in
c. names/faces moming
— n - d. Persistent anger with sef
B4.] COGNITIVE | (Made decisions regarding tasks of daily life) or others—e.g., k. Insomnia/change in usual
SKILLS $°R 0. INDEPENDENT—decisions consistentreasonable annoyed, anger at sieep pattem
DECISION- | 1 MODIFIED INDEPENDENCE—some difficulty in new situations placement in rursing SAD, APATHETIC, ANXIOUS
MAKING | only oo APPEARANCE
2. MODERATELY IMPAIRED—decisions poor; cues/supervision ! L. Sad, pained, worried facial
required a. Selfd r \ rohonoug) o
. am nothing; | am of no use expressions—e.9.,
3. SEVERELY IMPAIRED—neverirarely made decisions to anyone” furowed brows
B5.{INDICATORS | (Code for behavior in the last 7 days.) Accurate assessment . m. Crying, tearfuiness
OF requires conversations with with stalf an JN family who have direct kn t. Expressionsofwhat
DELIRIUM— ) of resident’s behavior over this time}. m be k\g?lb\zhc
nggg'c 0. Behavior not present abandor{gi'. left alorle."g
DEREI.'; 1. Behavior present, not of recent onset being with others
THINKING/ |2. Behavior present, over last 7 C.iys appears different from resident’s usual g. Recurrent statements that
JAWARENESS|  functioning (e.g.. new onset or worsening) something tenible is about
- - - to happen—e.g., believes
a E_.;\SILY DISTRACTED—{e.g., difficulty paying attention; gets he or she is about to die, o > I
b :E:.I:J(::d(;F ALTERED PERCEPTION OR AWARENESS OF have ahesrt st being with famiyffiends
“SURROUNDINGS—(e.g., moves lips or talks to someone not p. Reduced sodial interaction
present; believes he/she is somewhere else; confuses night and E2] MOOD One or more indicators of depressed, sad or anxious mood were
day) PERSIS- | not easily altered by atternpts to “cheer up”, console, ¢r reassure
¢ EPISODES OF DISORGANIZED SPEECH—(eg., speech is TENCE | the resident over last 7 days
N el : . © 0.Nomood  1.indicators present,  2.Indicators nt,
incoherent, nonsensical, irrelevant, or rambling from subject to Hhgrd C S presel
subject; loses train of thought) i indicators easily altered not easily altered

d.PERIODS OF RESTLESSNESS-—{e.g., fidgeting or picking at skin
clothing, napkins, etc; frequent position changes; repetitive physicat
movements or calling out)

e.PERIODS OF LETHARGY—(e.g., sluggishness; staring into
space; difficult to arouse; litle body movement)

f. MENTAL FUNCTION VARIES OVER THE COURSE OF THE
DAY—{e.g., sometimes better, sometimes worse; behaviors

sometimes present, sometimes not)

IN| #iotlco) APPROVAL DATE__AFR 2.9 2004

OMB 0938-0739 expiration date 12/31/2002

SU P ERSEDYS MDS 2.0 PPS July 2002
IN #00-0/4 EFFECTIVE DATEQLZQ_&,[Q ¢



WMt e s s b - K PeA I N D

Resident ldentifier ; r age %"gj&-u—-

[E4JBEHAVIORAL) (A) Behavioral symptom frequency in st 7 days | [63] TEST FOR [(Code for abilly during test in the lest7 days)
SYMPTOMS | 0. Behavior not exhibited inast 7 days BALANCE 2-Wm:s . ::;st .
1. Behavior of this type oocured 1 to 3 days in last 7 days (ses training | 1- Bnseedy. 5 Sotf without physical support
. " manual) or stands but nok follow directions for test
zwwmmm4msmmmmm am‘u‘éﬂlﬁ does e
3. Behavior of this type occurred daily &m“m! eryecs
(8) Behavioral symptorn alterablily in fast 7 days b. Batance while siing—position. trunk conirol
0. Behavior nct present OR behavior was easily altered 1 (Mbmu?.u last 7 days that inlerfered with dadly finclions or
1. Behavior was not easily altered A) (B) IN RANGE OF sk)gmarmmv g)ggrwuom
a2, WANDERING (moved with no rational purpose, seemingly MOTION  |O. No limitation
sl k) P, lEEe
|b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others a Neck
Were thretened, screamed at, cursed &) ‘ b. Arm—including shoukder or elbow
¢. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
d. SOCIALLY INAPPROPRIATEDISRUPTIVE BEHAVIORAL a.Fou_umgg ankle or foes
SYMPTOMS (made disruplive sounds, nolsiness, screaming,
mmwm«mhwm £ Other limitalion or loss
smearedirew hoarding, rummaged through ﬁ m_m appied chring last 7 cuys)
belongings) LOSONC- |bwhesiedser []
o RESISTS CARE resised taking medicationsiijectons, ADL TIoN
G6)] MODES OF {(Check alf that apply dkrring last 7 days)
pB1.] ) aDL -PERFORMANCE—( 'Code for resident's PERFORMANCE OVER ALL TRANSFER |4 Bodtast a¥ or most of time
SHIFTS during last 7 days—Not including setup) b. Bod rails used for bed
0. .IiNDE;EvID%\g’7 help or oversight —OR-—— Help/oversight provided only 1 or 2 bilty o . l:l
. sm ring last 7 days 3o more during |G_1 TASK N m«aammmumimmmw1
. UPHWISION—Ovarsigh encouragement or cueing provided times SEGMENT, dnysso resident could perform
7 days —OR— Supervision (3 or more times) plus physical assistance provided only| TION 1.Yes
o 2t utng 7 doys ] CONTINGIGE S F CONTRDLCAE SO
2. LIMITED ASSISTANCE—Resident NgMylmolvedinadivily.mesi\edphysicalhelp W (Code for resident's PERFORMANCE OVER ALL SHIFTS)
in mneumngof!lmbsoroﬂwnonwdgm bearing assistance 3 or more tmes
—More help provided only 1 or 2 times during last 7 days 0. CONTINENT-—Complete control finchudes use of inaweiling urinary catheter or astomy
. devicg that does not leak urine or stool]
3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day
period, of following type(s) provided 3 or more times: 1. USUALLY CONTINENT—BILADDER, incontinent episodes once a week or less;
— Weight support BOWEL, less than weekly
— Full staff performance during part (but not alt) of last 7 days ) .
4. TOTAL DEPENDENCE—Ful staff pesformance of activity during entire 7 days . S RASIONALLY INCONTINENT—BLADDER. 2 or more fimes & week but not daly,

8. ACTIVITY DID NOT OCCUR during entire 7
" days 3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but some

(B) ADL SUPPOR’;PROVIDED—-(CM for MOST SUPPORT PROVIDED OVERALL A (B control present (e.g.. on day shift). BOWEL, 2-3 times a week
SHIFTS duing last 7 days; code regardiess of resident's self performance o (u’ ®) 4. INCONTINENT—Had inadequate control BLADDER, mutliple dally episodes;
0. No setup or physical help from staff elE BOWEL, all (or aimast all) of the time .
1. Setup help only L ! alo a. BOWEL Control of bowel movement, with appliance or bowel continence
2. One person physical assist 8. ADLactvitytseifdidnot | u, | & CONTL | programs, if employed
3. Two+ persons physical assist occur during entire 7days " E NENCE
- P - - 2.4 | b.] BLADDER cmwmmmmm(umbuesmmmmmm
a. BED How resident moves to and from lying position, turns side to side, CONTH soakhough ). with appliances (e.g.. foley) or continence
MOBILITY | and positions body while in bed NENCE |
b. | TRANSFER | How resident moves between surfaces—to/from: bed, chair, H2] BOWEL |c.Dianhea
wheelchair, standing position {(EXCLUDE to/from bathioilet) WM' d ) .
c. | WALKIN | How resident walks between locations in hisher room H3.JAPPLIANCES |a. Any scheduled tosting pian & Indwelling catheter
AND b. Bladder retraining L Ostomy present
d. | WALKIN . . program
CORRIDOR How resident walks in comidor on unit PROGRAMS c. Ext I (condom) cathet
e. | LOCOMO- |How resident moves between locations in histher room and .
TION | adjacent comidor on same floor. If in wheelchair, self-sufficiency For Section | : check :',"3 those d'm"::lm relationship to current ADL status,
ONUNIT [once inchair :Og?fve stat\:s.ﬁstmood. d an dberﬁvnr' status, tments, nursing monitoring, or risk of
7. | Locomo- Hmmdanmvegwmmﬁmnoﬁmnlﬁbgnslgayh eath. (Do not kst inactive diagnoses)
TION areas set aside for dining, activities, or treatments) Cil as . o R )
OFF UNIT | only one floor, how resident moves to and from distant areas on 11.| DISEASES | a. Diabetes meltus v. HemiplegiaHemiparesis
the fioor. If in wheelchalr, self-sufficiency once in chair d. Arteriosderotic heart w. Multiple sclerosis
g. | DRESSING | How resident puts on, fastens, and takes off all iterns of clothing, disease (ASHD) ‘ x. Paraplegia
including donning/removing prosthesis f. Congestive heart failure 2 Quadriplegi
h. | EATING |How resident eats and drinks (regardiess of skill). Includes intake of |, Peripherat tar egia
nourishment by other means (e.g., tube feeding, total parenteral g di phesal vascu ee. Depression
nutrition) ,5 °as ff. Manic depressive (bipolar
i. [TOILET USE| How mmts?s ﬂg-: toilet room (or comrgode. bedpa(r)\s.'grinal): m. Hip fracture disease)
transfer toilet, dleanses, changes pad, manages ostomy or - Aphask A .
catheter, adjusts clothes sr Apl b:l | gg. Schizophrenia
J. |PERSONAL | How resident maintains persona! hygiene, induding combing hair, " palsy . hh. Asthma
HYGIENE | brushing teeth, shaving, applying makeup, washing/drying face, t. Cerebrovascular accident| . Emphysema/COPD
hands, and perineum (EXCLUDE baths and showers) {stroke)
G2| BATHING [How resident takes full-body battvshower, sponge bath, and 12.|/INFECTIONS | (if none apply, CHECK the NONE OF ABOVE
transfers injout of tublshower (EXCLUDE washing of back and (a e ot ot ";”S comia
i) Code for most dopendent in s performance {e.9. Methicillin resistant h. Sexually transmitied
(A) BATHING SELF PERFORMANCE codes appear below staph) " dicenses
0. Independent—No help provided b. Clostridium dificile (c. diff) i -
L ; . - ant. i. Tuberculosis
1. Supgrvnsnon—f)@mght help only c. Conjunctivits }. Urinsry tractinoction in
2. Physical help limited to transfer only d. HIV infection Yast 30 days
3. Physical help in part of bathing activity e. Preumonia k. Viral hepatitis
4. Total dependence f Respiratory i ion 1. Wound infection
8. Activity itsetf did not occur during entire 7 days .~ - Resp nfect EQF
OMB 0938-0739 expiration date 12/31/2002 ) — MDS 2.0 PPS July 2002
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